Purpose: To examine discharge planning of patients in general internal medicine units in Ontario acute-care hospitals from the perspective of physiotherapists. Methods: A cross-sectional study using an online questionnaire was sent to participants in November 2011. Respondents' demographic characteristics and ranking of factors were analyzed using descriptive statistics; t-tests were performed to determine between-group differences (based on demographic characteristics)
Ontario's health care system is under pressure to meet service demands along the continuum of care from initial hospitalization to the transition back into the community or to an alternative care setting. Many changes to the structure of the system have been made in recent years to manage this pressure. One example of such a change is the development of Local Health Integration Networks (LHINs). 1 These networks' mandate is to address fragmentation of health service delivery, determine the health services priorities in distinct geographic regions, and create an integrated model of health care with the goal of ''providing the right care in the right place at the right time.'' 2(p. 7) In Ontario, Community Care Access Centres (CCACs) are integral components of LHINs and provide support services to help people continue to live at home. 3 Demands on our health care system will continue to escalate as a result of the unprecedented increase in the aging population, which includes many people with multiple co-morbidities, and the number of people requiring health services. In 2011, an estimated 5 million Canadians were 65 years or older, and this number is expected to double in the next 25 years. 4 In Ontario in 2009, people aged 65 and older represented only 13% of the population but accounted for almost 60% of total hospital patient days. 5 The rising demand for hospital resources and the need to ensure available capacity has led to an increased emphasis on formalized discharge planning.
Hospital discharge planning is a complex process requiring inter-professional team collaboration. 6, 7 To be effective, this process must not only prepare the patient for discharge from the hospital but, more importantly, must assess the patient's ability to function outside of the hospital setting. This necessitates the identification and coordination of supports required to allow patients to return to safe community living. Health care professionals in hospitals are responsible for providing services to patients to meet their acute-care needs, optimizing their function, and supporting them with community services as they return home after their acute-care stay.
Physiotherapists' role in acute care is well described in the document ''Essential Competency Profile for Physiotherapists in Canada'':
Physiotherapists are primary health care practitioners who consult and collaborate with clients and others to provide quality client-centred services. Physiotherapists contribute to keeping people productive throughout their lives by maximizing function and improving quality of life . . . Physiotherapists practice both independently and as part of inter-professional teams along the health system continuum from primary to tertiary care. 8(p.5) Physiotherapists play an important role in the interprofessional team by making appropriate discharge recommendations and integrating multiple factors into the planning process. Jette and colleagues found that physiotherapists consider a patient's physical status, goals and wants, ability to participate in care, and life context when making a discharge recommendation. 6 It has been suggested that when a physiotherapist's discharge recommendations are not implemented, patients are more likely to be readmitted to acute care within a short period. 9 If a patient's level of functioning at the time of discharge is too discrepant from their pre-hospitalization level, and external supports are not available or put in place, then the patient may be at risk of physical injury, psychosocial harm, and further decline or failure to thrive, which could lead to readmission and further stress on the overall health care system. The purpose of the current study, therefore, was to examine the discharge planning experience from the perspective of physiotherapists working in general internal medicine (GIM) units in Ontario teaching hospitals. Results from the study may be used in creating strategies to improve discharge experiences for patients and health professionals.
METHODS
We conducted a cross-sectional survey of physiotherapists using a self-administered electronic questionnaire sent to participants in November 2011.
Participants
A total of 19 eligible organizations were identified from the membership of the Council of Academic Hospitals of Ontario and the University of Toronto's Academic Practice Leaders group. Physiotherapists were recruited if they were currently practising in (1) acute-care GIM teaching hospitals (academic or community), (2) facilities with >100 in-patient beds, and (3) adult care. Physiotherapists working in pediatrics, non-acute care (e.g., rehabilitation), non-teaching hospitals, or hospitals with <100 beds were excluded.
Questionnaire development and distribution
We developed an electronic questionnaire based on a review of the literature and the clinical expertise of the research team. Prior to distribution, we pilot-tested the questionnaire for face and content validity with six physiotherapists working in GIM units at the research site who met the inclusion criteria and were not part of the research team. These pilot-testers independently evaluated the questionnaire for content, wording, clarity, comprehensiveness, response choices, and balance of open-and closed-ended questions. We then met faceto-face with each tester to understand any concerns and to discuss suggestions for improvement. Suggested revisions were incorporated before we administered the questionnaire to the study sample. For the purposes of this study, we defined discharge planning as ''the process by which health care providers in an acute-care facility plan a destination and date for patients to move from acute care to another setting.''
The self-administered online questionnaire was created using the web-based SurveyMonkey software platform. The questionnaire consisted of 31 closed-ended and six open-ended questions divided into nine sections: (1) subject and practice demographics, (2) the discharge planning process, (3) importance and ranking of factors in the discharge process, (4) satisfaction with the process, (5) internal and (6) external factors affecting discharge, (7) practice issues, (8) ethical considerations, and (9) respondent experiences and recommendations to improve the process.
To gain an overall understanding of the discharge process, we asked respondents about the primary method of coordinating discharge at their hospital, which health professionals were involved, and the use of discharge risk-assessment tools. The closed-ended questions asked respondents to rank the importance of and their satisfaction with internal factors such as team communication, family communication, team collaboration, role awareness, and timing of referrals, along with internal and external factors in the process such as organization discharge policies and inadequate community supports.
Most of the closed-ended questions included an opentext box where participants could provide additional comments or further information about their response choices. The open-ended questions asked respondents to comment on discharge planning training in their curricula, examples of ethical dilemmas they had experienced with discharge planning, and their recommendations (opportunities for improving the process). The questionnaire took about 20 minutes to complete.
We recruited participants by sending email messages to all eligible Physiotherapy Practice Leaders (PLs) or Managers who had physiotherapists working in GIM units. The PLs' contact emails were obtained from the University of Toronto's Academic Practice Leaders distribution list. Our initial letter of invitation asked PLs to introduce the study to physiotherapist colleagues in their organization who worked within GIM. A separate letter of information for these potential participants was included, which detailed the purpose of the study, the study design, and confidentiality and provided a link to the survey. We asked PLs to reply to the email, giving only the number of physiotherapists (no names or contact details) who had received the questionnaire so as to maintain confidentiality while tracking response rates. We sent follow-up emails to the PLs with a request to forward a reminder letter to eligible physiotherapists at 2 weeks and 4 weeks after the initial email. Participants could complete the questionnaire over the course of several sessions. We did not seek written informed consent, as participants who returned completed questionnaires were deemed to have provided implied consent. No financial or other incentives were offered for participation in the study. The study was approved by the University Health Network's Research Ethics Committee and complied with its guidelines.
Data analysis
Of the 81 physiotherapists who met the inclusion criteria, we received responses from 55; of these, only 39 were fully completed questionnaires (48% response rate). Responses were exported from SurveyMonkey into the Statistical Package for the Social Sciences, version 16 (SPSS Inc., Chicago, IL) for subsequent data management. We excluded the 16 partially completed questionnaires from the final analysis. Descriptive statistics were used to characterize the whole sample with respect to demographics. To determine the impact of demographic characteristics on discharge practices, we divided respondents into groups by practice type (academic teaching vs. community teaching facilities), geographic location (within vs. outside Toronto), and unit characteristics (bed size; number of GIM units). Between groups comparisons were made using t-tests (p a 0.05)
.
Responses to open-ended questions were read multiple times by each member of the research team independently to gain an overall understanding of the data. We thoroughly examined the entire data set and then coded the data into smaller meaningful parts to identify themes. A consensus exercise was used for verification and agreement on common themes.
RESULTS
Demographics for the whole group, practice type, geographic location, and unit characteristics are shown in Table 1 . The most common conditions/reasons for referrals to physiotherapy were falls (94.9%), failure to cope (89.7%), and cardiorespiratory conditions (69.2%). Respondents indicated that the main factors leading to readmissions after discharge were premature discharge (patient discharged with unresolved health issues), discharge to an inappropriate or less than ideal destination, and inadequate support in the community for patients and their families (including lack of access or long wait times for services).
The discharge planning process
The majority of respondents (b79%) reported that the primary method of coordinating discharge planning was verbal communication, most frequently during daily rounds (89.7%), or informal ''on the fly'' conversations (79.5%). Less frequently, discharge planning included written electronic communication (33.3%) or occurred via telephone referral (12.8%).
According to respondents, all health professionals play a role in discharge planning, but the most common representatives were physiotherapists, occupational therapists, social workers, physicians, ''charge'' nurses, and CCAC representatives.
Discharge risk-assessment tools were almost never used for discharge planning; instead, the majority of respondents reported that hospital policies or processes guided discharge planning. For example, respondents reported that patients are designated for an Alternate Level of Care (ALC) when deemed medically stable (97.3%), that discharge planning begins on the day of admission (67.6%), CCAC timeline referral policies (62.2%), and that the estimated discharge date (EDD) is determined as soon as the patient is stable (56.8%).
Factors involved in discharge
Regardless of practice type, setting, or unit characteristics, physiotherapists' top patient-related considerations in discharge decision making were mobility, discharge destination, and family supports. Availability of CCAC supports and patient cognition were identified as additional considerations.
Of the five institutional or clinical factors identified as playing a role in discharge planning, communication between members of the inter-professional team was ranked as most important, while awareness of other team members' roles was ranked as least important. Respondents identified the same factors in the same order of importance regardless of practice setting, albeit with a smaller percentage of community-based physiotherapists choosing these factors.
The majority of respondents reported being very or somewhat satisfied with role awareness, collaboration between the inter-professional team, and timing of referrals in their facility, although there was less satisfaction in academic than in community teaching facilities. Satisfaction rankings also tended to be higher than the importance ascribed to these same factors (see Figure 1 ).
Internal factors
The majority of respondents reported sometimes (73.0%) or very often (13.5%) facing pressure to decrease in-patient length of stay (LOS) despite the physiotherapists' assessment that a patient was not ready or faced potential safety risks if discharged. The respondents' impression was that pressure to discharge comes most often from the physician/medical team and less frequently from the flow/discharge coordinator or nursing team. Only sometimes did respondents feel that by the time of discharge, patients have returned to their previous level of function or that discharge is determined by the physiotherapist. Respondents always or frequently felt that their discharge recommendations were supported by the team, that discharge destinations were closely aligned with physiotherapy recommendations, and that discharge was aimed at decreasing LOS. We found no significant differences between academic and community hospitals with respect to these factors (see Table 2 for details).
Respondents identified organizational processes, practices, or policies such as system-based pressure; patients' and families' lack of awareness about discharge planning policies or processes; and the timing of referrals as the biggest internal barriers to effective discharge from a GIM unit. Other reported barriers were the lack of communication or collaboration between team members and discharge risks not being clearly identified at admission.
External factors
The greatest external barriers to effective discharge from a GIM unit were identified as a lack of resources, including the availability of long-term care (LTC) or rehabilitation beds; overall lack of CCAC support for physiotherapy follow-up; and unrealistic patient or family expectations of the availability and type of post-discharge support.
Role of CCACs in discharge planning
The main roles that respondents ascribed to CCACs in discharge planning were determining the location of care provision after discharge, assessing patient requirements, coordinating necessary post-discharge services/ equipment, and establishing and maintaining a communication strategy between the health care team and patients and their families.
The majority (61.1%) of respondents reported that CCACs communicate post-discharge plans to the physiotherapist or inter-professional team before the patient's discharge. In general, while respondents were very (4.5%) or somewhat satisfied (50.0%) with the overall support that CCACs provide to patients and their families after Figure 1 The importance of and satisfaction with the ''most important'' and ''somewhat important'' discharge factors. 
Ideal discharge planning
Respondents described the ideal discharge planning process as requiring a highly functional team that uses inter-professional collaborative practice and effective communication strategies to ensure that the patient is safe and ready to be discharged to the appropriate destination and as not driven primarily by hospital process or policy. The team must also work in partnership with patients and their families to ensure their awareness and understanding of the discharge plan and date. In the ideal process, all services and required equipment would be arranged before discharge, and the patient and family would receive sufficient education to feel prepared and confident. One respondent described this experience as an example of an ideal discharge plan:
''Full team collaboration . . . regarding discharge plans and all CCAC services were in place. Family was provided with the vendor list for equipment rentals and picked up the equipment before [the] patient was discharged. Patient's family didn't have to wait for prescriptions/ discharge forms to be complete as they were prepared the day before. 
Professional concerns:
More than three-quarters of respondents reported experiencing ethical dilemmas or concerns that resulted in dissatisfaction with the discharge planning process. Four main themes emerged:
(1) Disrespect: Physiotherapists felt disrespected when their recommendations were not taken into consideration for discharge planning:
When I come into work and patients I considered unsafe are gone-makes me feel as if my role is unimportant and not considered by the team.
A patient lived alone in an area of the GTA where there was a wait list for CCAC services. She needed a bit more practice on the stairs before being safe for discharge; however, due to hospital pressure to find inpatient beds for ER admissions, and even though the team was aware of the physiotherapist's reservations and concerns for patient safety at home, the patient was discharged anyway.
(2) Disagreement: Respondents perceived a lack of agreement within the team or between the team and patients and their families regarding recommendations:
Medical team wanting to discharge patients who, while medically ready, are not mobility, cognitively, and/or socially ready.
Making recommendations for discharge (i.e., rehab) at the request of the family when it is not indicated.
(3) Destination: Physiotherapists reported situations in which patients are discharged to an inappropriate location or that no ideal discharge destination exists:
Family insists on a discharge destination that is not the best option or unrealistic for patient.
Patient will benefit from rehab to improve function but is declined by rehab because final discharge destination is long-term care facilities.
(4) Resource challenges: Respondents reported that discharge may occur even when resources are not adequate to meet patient needs once discharged or when families may not be able to advocate effectively for resources:
Sometimes you know the CCAC services will not be adequate enough to support these patients, who really should be going for LTC placement for optimal safety and care.
Oftentimes we have patients waiting for rehab. We are able to increase their function while in hospital and then they go home, oftentimes due to the pressure of the hospital because they are an ambulatory patient. It is not satisfying because if these patients were to have gone to rehab they would likely had more strength, endurance, and balance to manage more safely at home and would have been close to their baseline level of function.
Physiotherapy curriculum and training
Over 85% of respondents felt somewhat unprepared (44.4%) or not at all prepared (41.7%) by their physiotherapy educational program to participate in the realities of discharge planning. All respondents indicated that their experience, training, and instruction occurred during clinical placements, not classroom training. As one respondent noted, even in the practical setting, this training was not always realistic:
Lessons were not practical-based and only focused on the ''ideal safe discharge,'' and not all discharges are 100% PT safe by the book. Some people are discharged ''at risk.'' Clinical placements are not always a lot of experience and patients are typically the more straightforward patients.
DISCUSSION
While our sample size was small, it included representation from both academic and community teaching hospitals and from smaller and larger GIM units. For the most part, we found no demographic differences between these subsets. For these reasons, we are confident that our findings are representative of physiotherapists' discharge experiences.
Of particular interest is our finding that respondents performed at least twice as many treatments as assessments per day. In contrast, other studies have identified the role of rehabilitation professionals in acute-care environments as being primarily to assess and plan for discharge. [10] [11] [12] [13] Patients are known to experience significant functional decline during hospitalization [14] [15] [16] ; the pressure to decrease LOS reduces the amount of treatment time available to help improve patient mobility and overall functional status before discharge. It has been suggested 17 that positive benefits derived from increased time invested in the treatment of older adults include improved recovery, increased likelihood of returning to baseline function, decreased hospital readmissions, and reduced hospital costs. Therefore, both the discharge planning process and physiotherapists' involvement should begin early after admission to help to maintain functional ability. Physiotherapists in community hospitals spent longer time in treatment activities than those in academic hospitals. While we do not know the reason for this, we postulate that the structure of the work day, activities, and expectations may be different in different practice settings. For example, physiotherapists in academic hospitals may be more involved in teaching and research activities, leaving less time for participation in direct patient-care activities. In our sample, communitybased physiotherapists were older and had more clinical experience than their younger colleagues in academic centres, which may translate into more efficient time management allowing for more treatment time.
Respondents, regardless of experience or practice location, identified similar practice issues in discharge planning. We were not surprised to find that mobility status was ranked as the most important factor in discharge planning, given a physiotherapist's role in assessing and treating physical function and mobility. 8 Masley and colleagues 18 found that the major concerns for physiotherapists in the acute-care setting were patient mobility and safety, with the goal of determining an optimal plan of care and finding an appropriate discharge setting. Also not unexpected was the finding that discharge destination, available supports, knowledge of the patient's living situation, and requirements for mobilization were identified as important. 7 Other important findings from the current study were that discharge planning begins on the day of admission and that the primary method for coordinating discharge planning is via verbal communication, most frequently during daily rounds. These findings are consistent with established discharge planning models, such as the Transitional Care Model (TCM) 19 and the Acute Care for the Elderly (ACE) model, 20 that focus on early intervention by an interdisciplinary team, including physiotherapists, for a comprehensive and effective discharge from acute care. These models demonstrate that improved recovery, increased likelihood of patients' functional status returning to baseline function, and decreased hospital readmissions and costs can be achieved through comprehensive planning and teamwork.
The impact of internal and external factors
The most important internal factor affecting discharge planning, according to respondents, is facility-specific discharge policies. Almost all respondents recognized physiotherapists' key role in discharge planning, but not in setting the actual discharge date, which they saw as primarily driven by hospital policies. For example, the EDD policy outlines the importance of minimizing LOS and is often used upon admission to establish the discharge date. Implementation of such policies was perceived to exert pressure on the team to determine a discharge destination and date regardless of physiotherapists' perception of patient readiness. External barriers such as lack of optimal post-discharge supports or destinations also increase this pressure.
The role of the CCAC
Overall, respondents had a thorough and realistic understanding of the role of the CCAC in agreement with that described by the Ministry of Health and Long-Term Care (MOHLTC) website. 3 Respondents valued the CCAC's important role in partnering and collaborating with other key health sector stakeholders to address, meet, or enhance service needs of patients in the community.
Inter-professional collaboration and communication
Our finding that eight or more health professionals are involved in the discharge planning process indicates that, in agreement with earlier studies, 7,21-23 inter-professional collaboration and communication are essential components of this planning. However, the informal nature of communication and the lack of clarity and timeliness, especially with patients and their families, were highlighted as concerns. Deliberate attention and future efforts need to rely less on informal or serendipitous interactions that occur outside of established team meetings, where not all team members have the opportunity to be involved in or aware of the latest discussion. An example may be typified by spontaneous conversations such as ''glad I caught you, can we discuss Mr. M and our plan?'' Improved team communication is essential, particularly concerning timeliness of referrals and patients' functional status, to ensure that everyone is working toward the same functional goals. Effective (timely, clear, and transparent) communication with patients and their families also plays an essential role in ensuring continuity of care during discharge planning; it is especially important to keep them informed about the patient's status, pending discharge date, and plans. 24, 25 The most effective communication allows patients and families adequate time and opportunities to ask questions about their discharge and receive answers. 25, 26 Although our respondents felt that the team listens to their discharge recommendations, these recommendations may not always be put into practice, which decreases physiotherapist satisfaction with the process. We suspect there may also have been a difference in how respondents defined ''team''; that is, whether they operationally defined it as the traditional rehabilitation (physiotherapy, occupational therapy, speech-language pathology) team or the full inter-professional team. Respondents may have felt that their rehabilitation colleagues are generally more supportive and in agreement with their recommendations than other team members are.
Ethical dilemmas
Respondents' comments highlight the discrepancies between reality and the expectations of the team and the patient or family, 27 which lead to numerous ethical dilemmas resulting in moral distress.
Carpenter 28(p.70) has written that ''moral distress is associated with individual practitioners' experiences of loss of personal and professional integrity when their desire to maintain professional standards, achieve the best outcomes for clients and act as advocates for clients within complex health care environments cannot be realized.'' Respondents' comments recount situations in which the physiotherapist advocated for the patient's needs, but their ideal plan was not put into practice because of barriers such as those identified in the survey. Nalette 29 has described the concept of constrained physical therapist practice, in which the physiotherapist understands what the patient needs but may be compelled to provide less than the necessary care because of internal constraints (e.g., not having good communication or advocacy skills) or external constraints (e.g., hospital policy). Physiotherapists therefore need to be mindful of the patient's story, which will help to morally engage their compassion, thus putting into practice a virtue of the physiotherapy profession, which may help to relieve their own moral stress. 29 Our findings indicate that, although the external barriers to effective discharge planning are factors that an individual physiotherapist may have little to no control over, our respondents are valued members of the team and know that their efforts are directed toward the best discharge plan for their patient, within the context of their immediate environment.
Blau and colleagues 30 also found similar themes of loss of control, stress, and disheartenment among acute-care physiotherapists. A major source of discontent among physiotherapists was not being able to spend the desired amount of time with patients, but they were able to deal with the stress by finding the ''silver lining'' in their work. Physiotherapists were proud of being professionals and felt they provided excellent patient care. They also valued having good collegial relationships, similar to our finding of high satisfaction with team collaboration.
Physiotherapy curriculum and discharge planning
Physiotherapists involved in training students need to be aware that graduates entering acute-care environments, where discharge planning is a key part of physiotherapy practice, feel underprepared for this responsibility. Not surprisingly, respondents' learning about discharge planning occurred almost exclusively during their practical training. Clinicians must be more cognizant of their responsibility to educate students on the breadth of the physiotherapist's role and provide supervised opportunities to be involved in ''messy'' and ''complicated'' discharge planning situations. Enhancing academic curricula to increase experiential learning and provide interactive inter-professional education sessions will give students the opportunity to develop the problem-solving, communication, and advocacy skills they need to be leaders within the team. Curtis and colleagues 31 have suggested that clinicians acting as clinical instructors should have better training and should not let students practise in protected environments; instead, clinicians should share their management strategies in the complicated acute-care environment, such as time management and understanding discharge options.
Recommendations to improve discharge planning
Although discharge risk-assessment tools are known to improve the continuity, efficiency, and quality of the discharge planning process, 32-34 studies have shown 35 that when such tools are used, their results are not consistently used; systemic pressures may overrule implementation of findings. While most respondents in our study did not use discharge risk-assessment tools in their facility, consistently using these tools and basing discharge recommendations on objective data would support evidence-based decision making. One study reported that decreasing LOS was associated with an increased risk of readmission and that increasing staffing levels reduced readmission rates. 36 Our respondents strongly advocated for increased structural and personnel resources, such as increased rehabilitation staffing on acute medical units, increased capacity of in-patient and outpatient rehabilitation programs, and increased CCAC services, as ways to improve the discharge process. It is particularly interesting to note that premature discharges and inadequate community supports were seen to overwhelmingly influence readmissions. It has been recommended that older patients with multiple co-morbidities may benefit from a more comprehensive discharge plan that appropriately addresses their individual challenges, 37 which could be facilitated by a cohesive team with access to the time and resources to successfully implement it.
Our study has some limitations relating to the convenience sample chosen for the study and the methodology used. The questionnaires were sent only to physiotherapists working in GIM units; thus, our respondents were only a subset of all physiotherapists working in academic and community teaching hospitals in Ontario, and our results may not represent the discharge experiences of all physiotherapists. Further, it is possible that physiotherapists who have had unsatisfactory experiences with discharge planning may be more likely to participate in a study on this topic, resulting in a potential nonresponse bias. The process we used to distribute the questionnaire (relying on PL's or Managers to distribute the survey to their staff) may have posed practical limitations and affected the study's response rate.
CONCLUSION
Discharge planning in an acute-care environment is a complex process involving a variety of factors. It requires an understanding of the individuals involved (patients, families, health care team), the environment (supports and resources required for successful transition to the discharge destination), the processes influencing the plan (facility and provincial policies), and how all these factors coordinate. 7 The discharge experience is made even more challenging by an aging population that consists of many people who are admitted to hospitals with multiple comorbidities. Physiotherapists play an integral role within the inter-professional team in ensuring successful discharge planning;. 6 In particular, physiotherapists have much to contribute to discharge planning by taking into consideration patients' functional status, mobility, the importance of family or CCAC supports, and patient cognition. As integral team members, physiotherapists support the inter-professional team's clinical decisionmaking with respect to determining the most appropriate time and destination for patient discharge. 9, 18 The results of this study correspond well to issues identified by the Ontario Discharge Planning and Alternate Level of Care Policy Task Team. 38 These include hospital system issues such as lack of inter-professional communication and collaboration, inadequate community resources, and inadequate patient and family education regarding discharge planning. Their recommendations to improve this process include having a clear discharge policy, timeliness and transparency in interprofessional and patient and family communication, family education, and ongoing support after discharge. 24 Shepperd et al. 39 indicated a high level of communication between the discharge planning team and the providers of services outside the hospital as being crucial to the process. The Ontario Home and Community Care Council 40 identified transition planning as a key quality process influencing discharge planning from acute care to community. It is essential to encourage health providers to communicate with each other across complex organizational boundaries to support this transition.
Findings from our study highlight the essential supportive role physiotherapists play in the discharge planning process and identify the impact of both internal (policy) and external (resources) factors on their expectations and actual experience in discharge planning. Increasing or reallocating staffing resources would allow for more physiotherapy intervention to work toward optimizing patients' functional levels in preparation for the transition from acute care to home. More time for patient and family interaction and education could address the barriers of communication as well. Studies of ACE models have shown that functional decline associated with hospitalization in the elderly and overall costs of hospital stays can be decreased by increasing resources in the acutecare setting. 41 
KEY MESSAGES What is already known on this topic
Issues in discharge planning include lack of interprofessional communication and collaboration, inadequate community resources, and inadequate patient and family education. Recommendations to improve the discharge process include having a clear discharge policy; timeliness and transparency in inter-professional, patient, and family communication, including communication between hospital staff and service providers in the community; family education; and ongoing support after discharge. It is essential to support and encourage health care providers to communicate with each other across complex organizational boundaries to support patients' transition from acute care to community.
What this study adds
Physiotherapists play a key role in discharge planning by considering multiple factors affecting a patient's return to function after discharge. The gap between physiotherapists' expectations for optimal discharge plans and clinical reality can lead to ethical dilemmas, less than ideal patient discharges, and greater likelihood of readmission. The use of a discharge risk-assessment tool, timely and transparent communication within the team and with patients as partners in care decisions, increasing resource allocation, and enhanced physiotherapy student preparation can provide patients and their families with better discharge plans.
